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Background: There is growing body of evidence of an association between cardiovascular risk factors and
depressive and anxiety symptoms. The purpose of this study was to investigate whether these associations are
similar in ethnic minority groups.
Methods: A random urban population sample, aged 18+, stratified by ethnicity (484 native Dutch subjects, 383
Turkish-Dutch subjects, and 316 Moroccan-Dutch subjects), in Amsterdam, the Netherlands, was interviewed with
the Kessler Psychological Distress scale (K10) in combination with measurements of several cardiovascular risk
factors. The association of psychological distress (defined as a K10 score above cut-off of 20) with cardiovascular risk
factors (obesity, abdominal obesity, hypertension, hypercholesterolemia, low HDL cholesterol levels or diabetes),
ethnicity and their interaction was analyzed using logistic regression analyses, stratified by gender and adjusted for
age.
Results: Cardiovascular risk factors were not significantly associated with psychological distress in any of the
gender/ethnic groups, with the exception of a positive association of obesity and hypertension with psychological
distress in native Dutch women and a negative association of hypertension and psychological distress in Turkish
men. Interaction terms of cardiovascular risk factors and ethnicity were approaching significance only in the
association of obesity with the K10 in women.
Conclusion: In this cross-sectional multi-ethnic adult population sample the majority of the investigated
cardiovascular risk factors were not associated with psychological distress. The association of obesity with
psychological distress varies by gender and ethnicity. Our findings indicate that the prevention of obesity and
psychological distress calls for an integrated approach in native Dutch women, but not necessarily in Turkish-Dutch
and Moroccan-Dutch women, in whom these problems may be targeted separately.
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The high co-occurrence of depressive illness and cardio-
vascular disease has stimulated research into the factors
linking these two conditions. Numerous studies have
shown that several cardiovascular risk factors are asso-
ciated with depressive and/or anxiety symptoms [1,2]. In
particular the findings from longitudinal studies showing
that waist circumference predisposes to depression and* Correspondence: a.schrier@altrecht.nl
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reproduction in any medium, provided the orvice versa, have lead to the suggestion that specific
pathophysiological mechanisms link depression and vis-
ceral fat accumulation [3,4]. In cross-sectional studies
lipid disorders (total cholesterol, low-density lipoprotein
(LDL) cholesterol, high-density lipoprotein (HDL) chol-
esterol and high triglyceride levels) were found to be
associated with depressive disorder subtypes, whereas
hypertension or hyperglycemia were not or only rarely
[5-7]. However, these associations may be confined to
women [7-10]. Interestingly, subgroup analyses have
revealed race/ethnic differences in the associationLtd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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cause studies report a stronger association between
obesity and depression in whites than in blacks or His-
panics in the US population [11-13]. This applies not
only to obesity, but also to the metabolic syndrome, a
constellation of cardiovascular risk factors of metabolic
origin: depressive symptoms increase the odds of meta-
bolic syndrome in white, but not in black, individuals
[14]. These findings, however, are not unequivocal and
the background of these findings is still largely unclear
[15]. Studies with a broader range of race/ethnicity may
help to clarify the contribution of social and cultural
influences to the relationship between cardiovascular
risk factors and mood or anxiety syndromes.
Labor migration from the 1960s onward brought large
numbers of migrants from Turkey and Morocco to
Europe, and studies have reported a higher prevalence of
depressive and anxiety disorders or symptoms among
Turkish and Moroccan immigrants than among native
citizens [16,17]. These migrant groups also have a high
risk of developing some, but not all, cardiovascular risk
factors. In a population study in Amsterdam we showed
that obesity and abdominal obesity are far more com-
mon among Turkish-Dutch and Moroccan-Dutch
women than among native Dutch women [18]. Hyper-
tension was less common in Turkish-Dutch and
Moroccan-Dutch citizens of Amsterdam than among na-
tive Dutch citizens [19]. In these Turkish and Moroccan
groups total cholesterol levels were low, as well as HDL
cholesterol levels, resulting in an unfavourable total/
HDL cholesterol ratio in particularly the Turkish ethnic
group [20]. Diabetes was more common among
Turkish-Dutch and Moroccan-Dutch than among native
Dutch citizens of Amsterdam [21].
In the present study, we investigated ethnic differences
in the association between several cardiovascular risk
factors and psychological distress in a population based-
sample of native Dutch, Turkish-Dutch, and Moroccan-
Dutch inhabitants of Amsterdam. As we anticipated
gender differences in these associations, we studied men
and women separately.
Methods
The Amsterdam Health Monitor (AHM) is a cross-
sectional population-based health survey, designed and
conducted every 4 years by the Amsterdam Public
Health Service. The AHM of 2004 was based on a ran-
dom sample from the municipal population register,
stratified by age (18–34 years, 35–44 years, 45–54 years,
55–64 years and 65 years and older) and ethnicity (1043
native Dutch, 913 Turkish-Dutch, 965 Moroccan-Dutch)
[19]. Ethnicity was defined as Turkish-Dutch or
Moroccan-Dutch by country of birth (first-generation
immigrants) or country of birth of one or both parents(second-generation immigrants). Respondents whose
parents were both born in the Netherlands were consid-
ered native Dutch subjects [22]. Selected residents were
invited to participate in a health interview and examin-
ation at a local childcare center. The response rate was
lower among men and among the youngest age groups.
The final response rates were 46% in native Dutch, 50%
in Turkish-Dutch and 39% in Moroccan-Dutch. All parti-
cipants signed an informed consent form. The study proto-
col was approved by the Medical Ethics Committee of the
Academic Medical Center, the University of Amsterdam,
Amsterdam, the Netherlands.
A health interview was conducted in the respondent’s
language of choice (Dutch, Turkish, Moroccan-Arabic,
Berber, or English). The interviews were based on a
structured questionnaire that was translated into Turk-
ish, Arabic, and English, and validated via back-
translation by certified translators. The interview
included the Kessler Psychological Distress scale (K10),
of which an official Dutch version is available [23-25].
The K10 is a useful diagnostic screening instrument in
general population samples and is not biased with re-
spect to gender and educational level. We previously
found only minor differential item bias in relation to
ethnic background [24]. The K10, a 10-item scale with
total scores ranging from 10 to 50, is effective in detect-
ing depressive and/or anxiety disorders when a cut-off
point of 20 is used [26,27]. For the statistical analyses,
missing K10 values were imputed (by replacement by in-
dividual mean item score), but only if respondents had
answered at least 8 of the 10 K10 items. We defined psy-
chological distress as a K10 score ≥ 20.
Information was collected about history of hyperten-
sion, hypercholesterolemia, diabetes, and relevant medi-
cation use; age; education in the country of origin and in
the host country; and current employment status. A
trained nurse examined the participants. Weight
(adjusted for clothing by subtracting 1 kg) and height
were recorded. Waist circumference was measured at
the level midway between the lowest rib margin and the
iliac crest; the measurement was performed in duplicate.
Systolic and diastolic blood pressure were measured
in duplicate in a seated position using a validated oscillo-
metric automated device (Omron HEM-711), after a
minimum of 5 minutes rest. Total cholesterol, HDL-
cholesterol, glucose, and glycosylated hemoglobin
(HbA1c) were measured in non-fasting blood samples,
using standard laboratory techniques.
Obesity was defined as body mass index (BMI =
weight/height2) ≥ 30.0 kg/m2 [28]. Abdominal obesity
was defined as waist circumference ≥ 94 cm for men
and ≥ 80 cm for women [29]. Hypertension was defined
as self-reported hypertension and current use of antihy-
pertensive medication, or measured systolic blood
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90 mmHg [30]. Hypercholesterolemia was defined as
self-reported elevated cholesterol levels and current use
of lipid-lowering medication, or measured non-fasting
serum total cholesterol ≥ 6.5 mmol/L [30]. HDL choles-
terol levels lower than 1.03 mmol/L in men and
1.29 mmol/L in women were defined as low [29]. Dia-
betes was defined as self-reported diabetes and use of
oral hypoglycemic agents or insulin, or measured non-
fasting glucose level ≥ 11.0 mmol/L combined with an
HbA1c level ≥ 48 mmol/mol (6.5%).
43 respondents had more than 2 missing items in the
K10 and were excluded from analysis. In addition 103
respondents where excluded from whom an insufficient
amount of blood was collected. We analyzed the data
for men and women separately. Ethnic differences in
sample characteristics, stratified by gender, were tested,
using ANOVA for the continuous variables and chi-
square tests for the dichotomous variables. Logistic re-
gression analyses were conducted to assess the associ-
ation between each of the cardiovascular risk factors and
the presence of psychological distress, stratified byTable 1 Sample characteristics by gender and ethnicity
Men
Dutch Turkish
(n = 201) (n = 180
Sociodemographic characteristics
Age (years (sd)) 51.2 (14.9) 48.8 (12
Educational level (%)








K10 (mean (sd)) 16.0 (5.9) 18.1 (8.1
K10 ≥ 20 (%) 22.9 33.9
Cardiovascular risk factor prevalence (%)
Obesity 12.9 28.5
Abdominal obesity 56.2 72.2
Hypertension 58.9 52.2
Hypercholesterolemia 29.0 19.6
Low HDL cholesterol 14.9 37.2
Diabetes 5.1 11.0
Notes:
sd = standard deviation.
a) employed includes people with paid jobs and students.
* p < 0.05 (design-based chi-square or ANOVA) for difference between ethnic groupgender and adjusted for age. The final model included
cardiovascular risk factor, ethnicity, interaction term of
cardiovascular risk factor and ethnicity, and age. To con-
trol for confounding by socioeconomic status, we
repeated these analyses with addition of educational
level and employment status. All analyses were per-
formed using SPSS 16.0.
Results
The Turkish-Dutch and Moroccan-Dutch respondents,
of which the vast majority were first-generation immi-
grants, had received little education and had high rates
of unemployment (Table 1). They had higher levels of
psychological distress, and obesity, abdominal obesity,
low HDL cholesterol levels and diabetes were more
common than in the native Dutch respondents. In con-
trast, hypertension, and hypercholesterolemia were more
prevalent in the native Dutch group.
Overall, cardiovascular risk factors and psychological
distress were not associated (Table 2). There were a
few exceptions: In Dutch women, obesity and hyper-
tension were associated with a greater likelihood ofWomen
Moroccan Dutch Turkish Moroccan
) (n = 175) (n = 283) (n = 203) (n = 141)
.8) 52.2 (13.4) 51.3 (15.4) 42.6 (13.8) 44.6 (13.8)*
63.9* 22.1 63.8 64.7*
36.1 77.9 36.2 35.3
37.0* 59.6 26.8 27.3*
1.2 6.5 37.4 51.5
22.0 20.6 6.8 3.0
39.9 13.0 28.9 18.2
) 17.6 (9.1)* 16.0 (6.5) 18.6 (8.0) 17.9 (6.8)*
29.7 20.1 36.9 38.3*
19.0 * 19.8 48.0 48.2 *
68.0 * 75.3 87.6 85.0 *
46.7 47.1 35.7 33.6
13.3 * 31.3 13.4 13.6 *
30.9 * 19.4 53.2 42.6 *
18.8 * 2.9 8.4 16.1 *
s.
Table 2 Cardiovascular risk factors as predictors of psychological distress (K10 ≥ 20), by gender and ethnicity a)
Men Women
OR (95% CI) p OR (95% CI) p
Obesity Dutch 1.72 (0.69 – 4.28) .25 Dutch 2.52 (1.31 – 4.86) .006
Turkish 1.35 (0.68 – 2.69) .39 Turkish 1.07 (0.59 – 1.95) .83
Moroccan 0.86 (0.37 – 2.02) .74 Moroccan 0.89 (0.44 - 1.78) .74
Abdominal obesity Dutch 0.79 (0.40 – 1.56) .50 Dutch 1.16 (0.56 – 2.39) .70
Turkish 0.79 (0.39 – 1.63) .53 Turkish 1.16 (0.46 – 2.90) .75
Moroccan 0.86 (0.43 – 1.75) .68 Moroccan 0.92 (0.35 – 2.44) .87
Hypertension Dutch 1.11 (0.54 – 2.29) .77 Dutch 2.85 (1.44 – 5.64) .003
Turkish 0.44 (0.22 – 0.90) .02 Turkish 1.13 (0.58 – 2.22) .72
Moroccan 0.81 (0.41 – 1.62) .55 Moroccan 1.41 (0.65 – 3.09) .39
Hypercholesterolemia Dutch 1.40 (0.68 – 2.87) .37 Dutch 1.11 (0.58 – 2.13) .74
Turkish 1.25 (0.58 – 2.73) .57 Turkish 0.54 (0.22 – 1.37) .20
Moroccan 0.67 (0.23 – 1.91) .45 Moroccan 1.89 (0.71 – 5.03) .20
Low HDL cholesterol Dutch 1.71 (0.72 – 4.07) .23 Dutch 0.99 (0.47 – 2.07) .98
Turkish 0.74 (0.38 – 1.41) .35 Turkish 1.46 (0.82 – 2.62) .20
Moroccan 0.87 (0.43 – 1.77) .70 Moroccan 1.09 (0.55 – 2.17) .80
Diabetes Dutch 2.51 (0.67 – 9.46) .17 Dutch 1.24 (0.24 – 6.37) .80
Turkish 0.34 (0.09 – 1.22) .10 Turkish 2.05 (0.71 – 5.90) .18
Moroccan 1.15 (0.50 – 2.69) .74 Moroccan 0.54 (0.19 – 1.49) .23
Note:
a) odds ratios adjusted for age.
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4.86); hypertension, OR 2.85 (95% CI 1.44 – 5.64); both
adjusted for age). In Turkish men, hypertension was
associated with a lower likelihood of psychological dis-
tress (OR 0.44 (95% CI .022 – 0.90) adjusted for age).
Only in the association of obesity with psychological dis-
tress in women the interaction term with ethnicity
approached significance (p = .066). In all other analyses
the interaction terms were not significant (p ≥ .10), indi-
cating a similar relationship for all ethnic groups. Abdom-
inal obesity, hypercholesterolemia, low HDL cholesterol
levels and diabetes were not associated with psychological
distress. Addition of the confounding variables educa-
tional level and employment status did not influence
model outcomes (not presented in the table).
Discussion
In this study, we found that obesity was associated with
the presence of psychological distress, but only in native
Dutch women. Hypertension was associated with less
psychological distress in Turkish men and more psycho-
logical distress in Dutch women. Abdominal obesity,
hypercholesterolemia, low HDL cholesterol and diabetes
were not associated with psychological distress.
Many researchers have described the bidirectional re-
lation between obesity and depression in both cross-
sectional and longitudinal studies [10,31], but thepossible association between hypertension and depres-
sion is less clear-cut, with both positive and negative
associations being reported [32,33]. Previous research
has described ethnic/racial differences in the association
between obesity and depression, but this is the first
study to investigate this in minority populations outside
the USA. Our results are in line with the findings of
Gavin et al. [11], who found that obesity was associated
with an elevated risk of major depressive disorder in
white women, but not in black, Latin, or Asian women,
or men. Others have reported a stronger association be-
tween obesity and depression in white men than in black
men [12], or in white men and women than in black
men and women [13]. Our findings provide additional
evidence that the obesity-depression relationship varies
by ethnicity. Potential explanations for these ethnic dis-
parities include genetic factors and social or cultural fac-
tors which might mediate or moderate the obesity-
depression relationship.
A prevailing line of thought is that obese white women
feel more dissatisfied with their bodies, ultimately result-
ing in depression, than do obese black women, but this
view is questioned by recent results from the USA [34].
In adolescents in Turkey overweight is related to body
dissatisfaction [35]. Young adults of Turkish or Moroc-
can origin in the Netherlands also show a preference for
a thin body size [36]. Another explanation for ethnic
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pression is the challenging, but disputed, hypothesis that
disadvantaged groups, like racial/ethnic minority groups,
engage in poor health behaviors, such as overeating, as
an effective coping mechanism to alleviate psychological
distress [37,38]. Alternatively, the association between
depression (and subsequently reduced physical activity
and increased caloric intake) and obesity will be attenu-
ated in sociodemographic groups with high rates of
obesity [13]. Indeed, in our sample only 19.8% of Dutch
women were obese, whereas 48.0% of Turkish-Dutch
and 48.2% of Moroccan-Dutch women were. From this
perspective, ethnic differences in the obesity-depression
association may be an artifact of the ethnic differences
in the prevalence of obesity.
In this study abdominal obesity was not associated
with psychological distress in any of the gender/ethnic
subgroups. The IDF criteria that we applied in this study
set the cutoffs for men and women so low that more
than 50% of the total sample were classified with ab-
dominal obesity [29]. We re-analyzed the data with waist
circumference as a continuous predictor variable in lo-
gistic regression analyses. Again, the results showed no
association between waist circumference and psycho-
logical distress, except for Dutch women, in whom a
positive association was present (OR 1.03 (95% CI 1.00 –
1.05) p = .02). After controlling for BMI, this association
was no longer significant, indicating that abdominal obes-
ity is not necessarily a better measure of the risk asso-
ciated with depression than overall obesity. The absence
of an association between waist circumference and
psychological distress is all the more remarkable, as vis-
ceral fat accumulation is thought to play a central role in
the vicious circle of depression, metabolic syndrome and
cardiovascular disease [3,4].
The significant positive association between hyperten-
sion and psychological distress in native Dutch women
and the significant negative association in Turkish men
in our sample was unexpected. Longitudinal studies, also
in multi-ethnic cohorts, have not reported a clinically
important association between depressive symptoms and
hypertension after adjustment for other cardiovascular
risk factors [39]. In our sample, controlling for obesity
did not attenuate the association between hypertension
and psychological distress (results available from the first
author).
Some limitations of our study merit discussion. It was
a cross-sectional study, so we cannot comment on
causal pathways. In addition, we may have underesti-
mated the association between cardiovascular risk fac-
tors and psychological distress, because we used the
K10, a short self-report screening instrument for depres-
sive and anxiety disorders. Luppino et al. recently
showed in a meta-analysis that obesity had a strongerassociation with clinical depression than with self-
reported depressive symptoms. Furthermore, cardiovas-
cular risk factors, amongst which waist circumference,
have been show to be specifically associated with
somatic-affective depressive symptom clusters [40,41].
By using the short K10, we were not able to differentiate
between depressive symptom clusters. In our assessment
of the lipid disorders we were restricted by the fact that
obtaining fasting blood samples was not feasible in this
general health survey. Therefore we were able to de-
scribe the HDL cholesterol status, but the other separate
lipid disorders could not be distinguished. Another po-
tential source of bias could have resulted from the rela-
tively low response rate (45%). An estimated 7.5-15% of
the non-response is due to incorrect residential informa-
tion in the municipal population register [42]. The avail-
able data on the non-responders are insufficient to
predict in which way they are biased. However, we have
no reason to assume that potential biases might alter
our conclusions on the association between the cardio-
vascular risk factors and psychological distress that were
focus of this study. Lastly, the power of our sample was
limited, so we may have underestimated the effect of
ethnic interactions.
Conclusion
Many studies have described a positive association be-
tween obesity and psychological symptoms. In this
population study among natives and immigrants in the
Netherlands we found this association only in native
Dutch women, but not in Turkish-Dutch or Moroccan-
Dutch women, or in men. Abdominal obesity, hyper-
cholesterolemia, low HDL cholesterol level and diabetes
were not associated with psychological distress. Hyper-
tension was negatively associated with psychological dis-
tress Turkish-Dutch men and positively in native Dutch
women. This study shows that the prevention of obesity
and depression warrants an ethnically diverse policy. In
native Dutch women an integrated approach seems war-
ranted, whereas in Turkish-Dutch and Moroccan-Dutch
women obesity and psychological distress may be tar-
geted separately.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
ACS, JKU and MASW formulated the research question. MASW, APV, JD and
ATFB participated in the design of the study. ACS performed the statistical
analyses, assisted by JKU and MASW. ACS drafted the manuscript. All authors
contributed to the manuscript with their interpretation of results and
comments on earlier drafts. All authors read and approved the final
manuscript.
Acknowledgements
The data collection of the study was financed by the Municipality of
Amsterdam and the National Institute of Public Health and the Environment
in the Netherlands. The data analyses built on the work of Mrs. Joanne Ujcic-
.Schrier et al. BMC Public Health 2012, 12:1090 Page 6 of 7
http://www.biomedcentral.com/1471-2458/12/1090Voortman, who is financed by the Public Health Service Amsterdam. Mrs. A.
C. Schrier was supported by Altrecht Institute for Mental Health during data
analysis and writing of the manuscript.
Author details
1Altrecht Institute for Mental Health Care, Utrecht, The Netherlands.
2Department of Epidemiology, Public Health Service Amsterdam,
Documentation and Health Promotion, Amsterdam, The Netherlands.
3Department of Sociology and Anthropology, University of Amsterdam,
Amsterdam, the Netherlands. 4Department of Psychiatry, VU University
Medical Center, Amsterdam, The Netherlands. 5Department of Clinical
Psychology, VU University Medical Center, Amsterdam, The Netherlands
6VU University Medical Center, EMGO Institute for Health and Care Research,
Amsterdam, The Netherlands.
Received: 28 March 2012 Accepted: 11 December 2012
Published: 18 December 2012References
1. Skilton MR, Moulin P, Terra JL, Bonnet F: Associations between anxiety,
depression, and the metabolic syndrome. Biol Psychiatry 2007,
62:1251–1257.
2. Koponen H, Jokelainen J, Keinanen-Kiukaanniemi S, Kumpusalo E,Vanhala M:
Metabolic syndrome predisposes to depressive symptoms:
a population-based 7-year follow-up study. J Clin Psychiatry 2008,
69:178–182.
3. Vogelzangs N, Kritchevsky SB, Beekman ATF, Newman AB, Satterfield S,
Simonsick EM, Yaffe K, Harris TB, Penninx BWJH: Depressive symptoms and
change in andominal obesity in older persons. Arch Gen Psychiatr 2008,
65:1386–1393.
4. Vogelzangs N, Kritchevsky SB, Beekman ATF, Brenes GA, Newman AB,
Satterfield S, Yaffe K, Harris TB, Penninx BWJH: Obesity and onset of
significant depressive symptoms: results from a prospective community-
based cohort study of older men and women. J Clin Psychiatr 2010,
71:391–399.
5. van Reedt Dortland AKB, Giltay EJ, van Veen T, Zitman FG, Penninx BWJH:
Metabolic syndrome abnormalities are associated with severity of
anxiety and depression and with tricyclic antidepressant use. Acta
Psychiatr Scand 2010, 122:30–39.
6. van Reedt Dortland AKB, Giltay EJ, van Veen T, van Pelt J, Zitman FG,
Penninx BWJH: Associations between serum lipids and major depressive
disorder: results from the Netherlands Study of Depression and Anxiety
(NESDA). J Clin Psychiatr 2010, 71:729–736.
7. Tedders SH, Fokong KD, McKenzie LE, Wesley C, Yu L, Zhang J: Low
cholesterol is associated with depression among US houdehold
population. J Affect Dis 2011, 135:115–121.
8. Beydoun MA, Wang Y: Pathways linking socioeconomic status to obesity
through depression and lifestyle factors among young US adults. J Affect
Disord 2010, 1123:52–63.
9. Toker S, Shirom A, Melamed S: Depression and the metabolic syndrome:
gender-dependent associations. Depress Anxiety 2008, 23:661–669.
10. De Wit L, Luppino F, van Straten A, Penninx B, Zitman F, Cuijpers P:
Depression and obesity: a meta-analysis of community-based studies.
Psychiatry Res 2010, 178:230–235.
11. Gavin AR, Rue T, Takeuchi D: Racial/ethnic differences in the association
between obesity and major depressive disorder: findings from the
comprehensive psychiatric epidemiology surveys. Public Health Rep 2010,
125:698–708.
12. Heo M, Pietrobelli A, Fontaine KR, Sirey JA, Fiath MS: Depressive mood and
obesity in US adults: comparison and moderation by sex, age, and race.
Int J Obes 2006, 30:513–519.
13. Simon GE, Von Korff M, Saunders K, Miglioretti DL, Crane PK, van Belle G,
Kessler RC: Association between obesity and psychiatric disorders in the
US adult population. Arch Gen Psychiatry 2006, 63:824–830.
14. Vogelzangs N, Beekman ATF, Kritchevsky SB, et al: Psychosocial risk factors
and the metabolic syndrome in elderly persons: findings from the
health, aging and body composition study. J Gerontol Med Sci 2007,
62:563–569.
15. Carpenter KM, Hasin DS, Allison DB, Faith MS: Relationships between
obesity and DSM-IV Major Depressive Disorder, suicide ideation, andsuicide attempts: results from a general population study. Am J Public
Health 2000, 90:251–257.
16. Levecque K, Lodewyckx I, Vranken J: Depression and generalised anxiety
in the general population in Belgium: a comparison between native and
immigrant groups. J Affect Disord 2007, 97:229–239.
17. De Wit MAS, Tuinebreijer WC, Dekker J, Beekman AJTF, Gorissen WHM,
Schrier AC, Penninx BWJH, Komproe IH, Verhoeff AP: Depressive and
anxiety disorders in different ethnic groups. A population based study
among native Dutch, and Turkish, Moroccan and Surinamese migrants
in Amsterdam. Soc Psychiatry Psychiatr Epidemiol 2008, 43:905–912.
18. Ujcic-Voortman JK, Bos G, Baan CA, Verhoeff AP, Sedell JC: Obesity and
body fat distribution: ethnic differences and the role of socio-economic
status. Obes Facts 2011, 4:53–60.
19. Agyemang C, Ujcic-Voortman J, Uitenbroek D, Foets M, Droomers M:
Prevalence and management of hypertension among Turkish, Moroccan
and native Dutch ethnic groups in Amsterdam, the Netherlands: the
Amsterdam health monitor survey. J Hypertens 2006, 24:2169–2176.
20. Ujcic-Voortman JK, Bos G, Baan CA, Uitenbroek DG, Verhoeff AP, Seidell JC:
Ethnic differences in total and HDL cholesterol among Turkish,
Moroccan and Dutch ethnic groups living in Amsterdam, the
Netherlands. BMC Public Health 2010, 10:740.
21. Ujcic-Voortman JK, Schram MT, Jacobs-van der Bruggen MA, Verhoeff AP,
Baan CA: Diabetes prevalence and risk factors among ethnic minorities.
Eur J Public Health 2009, 19:511–515.
22. Statistics Netherlands. http://www.cbs.nl/en-GB/menu/methoden/begrippen/
default.htm?ConceptID=950.
23. Alonso J, Angermeijer MC, Lépine JP: The European study if the
Epidemiology of Mental Disorders (ESEMed) project: an epidemiological
basis for informing mental health policies in Europe. Int J Methods
Psychiatr Res 2004, 18:159–168.
24. Fassaert T, de Wit MAS, Tuinebreijer WC, Wouters H, Verhoeff AP,
Beekman ATF, Dekker J: Psychometric properties of an interviewer-
administered version of the Kessler Psychological Distress scale (K10)
among Dutch, Moroccan and Turkish respondents. Int J Methods Psychiatr
Res 2008, 18:159–168.
25. Kessler RC, Andrews G, Colpe L, Hiripi E, Mroczek DK, Normand SLT,
Walters EE, Zaslavsky AM: Short screening scales to monitor population
prevalences and trends in non-specific psychological distress. Psychol
Med 2002, 32:959–976.
26. Donker T, Comijs H, Cuijpers P, Terluin B, Nolen W, Zitman F, Penninx B: The
validity of the DutchK10 and extended K10 screening scales for
depressive and anxiety disorders. Psychiatry Res 2010, 176:45–50.
27. Andrews G, Slade T: Interpreting scores on the Kessler Psychological
Distress Scale (K10). Aust N Z J Public Health 2001, 25:494–497.
28. World Health Organization: Obesity: preventing and managing the global
epidemic. WHO Technical Report 903. Geneva: WHO; 2000.
29. Alberti KG, Zimmet P, Shaw J, IDF Epidemiology Task Force Consensus
Group: The metabolic syndrome – a new worldwide definition. Lancet
2005, 366:1059–1062.
30. CBO Dutch Institute for Healthcare Improvement: Dutch guideline on
cardiovascular risk management. Utrecht: Dutch Institute for Healthcare
Improvement and Dutch College of General Practitioners; 2006.
31. Luppino FS, de Wit LM, Bouvy PF, Stijnen T, Cuijpers P, Penninx BWJH,
Zitman FG: Overweight, obesity, and depression. A systematic review
and meta-analysis of longitudinal studies. Arch Gen Psychiatry 2010,
67:220–229.
32. Kinder LS, Carnethon MR, Palaniappan LP, King A, Fortmann SP: Depression
and the metabolic syndrome in young adults: findings from the third
national health and nutrition examination survey. Psychosom Med 2004,
66:316–322.
33. Hildrum B, Mykletun A, Midthjell K, Ismail K, Dahl AA: No association of
depression and anxiety with the metabolic syndrome: the Norwegian
HUNT study. Acta Psychiatr Scand 2009, 120:14–22.
34. Grabe S, Hyde JS: Ethnicity and body dissatisfaction among women in
the United States: a meta-analysis. Psychol Bull 2006, 132:622–640.
35. Ozmen D, Ozmen E, Ergin D, Cetinkaya AC, Sen N, Dundar PE, Taskin EO:
The association af self-esteeem, depression and body satisfaction with
obesity among Turkish adolescents. BMC Public Health 2007, 7:80.
36. Nicolaou M, Doak C, van Dam R, Hosper K, Seidell J, Stronks K: Body size
preference and body weight perception among two migrant groups of
non-Western origin. Public Health Nutr 2008, 11:1332–1341.
Schrier et al. BMC Public Health 2012, 12:1090 Page 7 of 7
http://www.biomedcentral.com/1471-2458/12/109037. Jackson JS, Knight KM, Rafferty JA: Race and unhealthy behaviors: chronic
stress, the HPA axis, and physical and mental health disparities over the
life course. Am J Public Health 2010, 100:933–939.
38. Keyes KM, Barnes DM, Bates LM: Stress, coping, and depression: Testing a
new hypothesis in a prospectively studied general population sample of
U.S.-born Whites and Blacks. Soc Sci Med 2011, 72:650–659.
39. Delaney JA, Oddson BE, Kramer H, Shea S, Psaty BM, McClelland RL:
Baseline depressive symptoms are not associated with clinically
important levels of incident hypertension during two years of follow-up:
the multi-ethnic study of atherosclerosis. Hypert 2010, 55:408–414.
40. Luppino FS, van Reedt Dortland AKB, Wardenaar KJ, Bouvy PF, Giltay EJ,
Zitman FG, Penninx BWJH: Symptom dimensions of depression and
Anxiety and the metabolic syndrome. Psychosomatic Med 2011,
73:257–264.
41. Marijnissen RM, Bus BAA, Holewijn S, Franke B, Purandare N, de Graaf J,
den Heijer M, Buitelaar JK, Oude Voshaar RD: Depressive symptom clusters
are differentially associated with general and visceral obesity. J Am
Geriatr Soc 2010, 59:67–72.
42. Slot J, Janssen M: Measurement of actual quality Municipal Population
Register [in Dutch]. Amsterdam: Dienst Onderzoek en Statistiek, Gemeente
Amsterdam; 2006.
doi:10.1186/1471-2458-12-1090
Cite this article as: Schrier et al.: Ethnic differences in the association
between cardiovascular risk factors and psychological distress in a
population study in the Netherlands. BMC Public Health 2012 12:1090.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
